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Heart Failure and Mild Cognitive Impairment

• Mild cognitive impairment → re-labeled as mild neurocognitive disorders. It
implies decline in one or more cognitive domains and deficits do not
interfere with independence1. The person experience cognitive symptoms
greater than what it would be expected with normal aging2.

• Prevalence ranging between 25 and 75% 3

• HF → Reduction in cerebral blood flow, structural brain changes and grey
matter loss4 → Functionnal impairment in cognitive domains such as
memory, attention and concentration, learning, executive function, and
psychomotor speed5.



Self-care in HF patients with MCI

• Self-care is an active decision-making process that requires a high cognitive
demand. 6

• Patients with MCI may experience difficulty with self-care7: involves the
same cerebral areas that are often compromised in HF patients with MCI.

• With the support they need, these patients can maintain their self-care
activities for as long as possible or their self-care can be adapted to their
cognitive abilities.



Roy Adaptation Model
• Roy's vision of nursing does not

exclude anyone. It considers what each
person is and their potential for
adaptation.8

• Roy recognizes the creative power and
deliberate behaviors.9

• Roy considers the person in all its
dimensions, including its limitations, its
experiences and its choices, without
neglecting anything.10 (Roy, 2009)



Physiologic mode Self-concept
mode

Interdependence
mode

Role function
mode

Person = holistic adaptive system



Purpose
The purpose of this study is to identify patients' needs in order to develop a
nursing intervention protocol.

Specific Research Question for the step 1-Phase 1: What are the nature, the
manifestations, the severity, the determinants and the consequences of the
problems faced by people with heart failure and mild neurocognitive disorder
in their self-care practice?

Specific objectif for the step 1-Phase 1: Make a list of the difficulties and the
needs that heart failure and mild neurocognitive disorder patients have
regarding their self-care practice and who are likely to be positively influenced
by interventions, using the theoretical, empirical and experiential approach.

Outcomes:   -Improve self-care behaviors
-Decrease decompensation and hospitalization
-Improve quality of life



Method: Sidani and Braden’s approach11
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Method
Sidani and Braden’s step specific for this study

Step 1: Design of interventions
• Phase 1: Understanding the Problem
• Phase 2: Clarifying Elements of the Intervention
• Phase 3: Developing the intervention theory and tailoring the 

intervention

Step 2: Evaluation of interventions
• Phase 1: Pilot testing



Phase 1: Understanding the problem

• Allow to clarify the nature of the problem, its manifestations, causative
factors or determinants, level of severity with which it may be experienced,
and consequences.

• The problem will be understood through 3 approaches: theoretical,
empirical and experiential.

• The experiential data will come from patients and their caregivers, and from
health professionals.



Sampling
• The number of participants is impossible to determine. However, a sample

of 20 participants is aimed (10 patients and 10 health professionals).

• The data collection will go through data saturation.

• Patients and health professionals will be recruited at the Heart Failure Clinic.



Procedure of recruitment: patients 

• Participant preselection: Search into Patients’ chart for selection criterias

• Provide study protocol explications and answer possible participant questions  

• Sign the informed consent form

• Questionnaire administration (for selection)

• MCI (MoCA-BASIC ≤ 25) and preserved Functional autonomy (PFEFFER ≤ 9) → Continuation of the study

• Semi-structured interview 



Participants
Inclusion criteria:
• Heart Failure;

• NYHA classification : II III, IV;

• MCI validated by MoCA-Basic questionnaire (≤ 25);

• Preserved functional autonomy (≤ 9) validated by Pfeffer Functional

Activities Questionnaire

Exclusion criteria:

• Does not have a family doctor;

• Medical history of neurocognitive problems, such as stroke, confusion,

delirium, or psychiatric conditions.



Procedure of recruitment: 
Health professionals

• Provide study protocol explications and answer possible 
participant questions 

• Sign the informed consent form

• Semi-structured interview 



Health Professionals
Inclusion criteria:
• Health professionals including nurses, specialized nurse practitioners,

cardiologists, pharmacists, and nutritionists;

• Health professionals that work at the Heart failure clinic.

Exclusion criteria:
• Do not work with heart failure population.



Measure instruments

• Montreal Cognitive Assessment Basic (MoCA-Basic)

• Pfeffer Functional Activities Questionnaire

• Sociodemographic and Clinic Questionnaire (developed for this study)



Analysis

• Identification of themes regarding the problem from experiential,
empirical, and theoretical data

• Classification of the themes according to Roy adaptation modes

• Theorization



Preliminary results: patients



Experiential Data
•HF and MCI signs and symptoms

(dyspnea, fatigue, thirst, loss of memory, 
difficulty of understanding, etc.) 

•Decreased physical and psychological
capacities/ preserved autonomy

•Comorbidities

•Respect of restrictions

•Medication side effects
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Signs and symptoms

"I'm out of breath"

"I was stifling, I had water on my lungs, I was no longer able to go to bed.
There, I remained standing »

"As soon as I do something constant, I'm more tired. »

"When I'm tired, I stop, I take breaks. »

"I was full of water everywhere, I had big thighs, legs, wrists, arms. I weighed
211 pounds and normally I'm at 166 pounds.



Signs and symptoms

"Well, if I forget things, I don’t stop at that. I have mild oversights »

"We always forget, if we want to say something right now, if we are not in a
hurry, not long after that comes back. That's age »

"Sometimes I forget to take my pills, but I take them back when I get home. »

"Well, it's very rare that I happen to forget. It maybe once a month. I often
had something a dinner. »

"Yes, I sometimes forget to take my medication. But as soon as I realize it, I
take it."



Decreased capacities and preserved autonomy

"I'm lacking muscle, strength, I've lost everything."

"I was better before; my ability to work has changed, I did anything. "

"He is able to do his things, he takes a shower, he makes food."

"I wash and sweep the floors."

"I try to preserve what I have and that's all."

"I only ask that I be able to move again"



The comorbidities and medicine side effects

"I control my diabetes. I have a lot of things: my medication, my blood sugar, 
insulin. There is nothing to control for my heart. I'm careful enough for other
things. " 

" Deafness, that's a big problem for him. It's blocking him on many levels. " 

" When I feel that my mouth is thick, I drink some water. "

"I drink water because I am always thirsty. I take sips. "



Experiential Data
• Difficulty of detecting and interpreting

symptoms

• Fear of decompensation and death

• Vulnerability/embarrassement about 
cognitive deficits

• Loss of self/need to find a new 
signification in life
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mode



Difficulty of detecting and interpreting symptoms

" I saw that I was gaining weight, everything is marked. "

" I’m able to see a change in weight, it's easy. I do not score my weight, I do an
average of that. I tell myself that I do not need it. "

"No, I would not be able to know if I have a surplus of water. "



Difficulty of detecting and interpreting symptoms

"If I'm out of breath more than usual, I'll wait a bit. "

"It's not because I have small things that I have to go to the hospital, as soon
as I'm on the ground, I'll go to the hospital, not before. "

"I tell myself that if it were the heart, I would be on the ground, and I'm not on
the ground. Where he is the problem, I do not know. "



Difficulty of detecting and interpreting symptoms

"No, no, no I do not think I have a cognitive problem, that's age. "

"We always forget, if we want to say something right now, if we are in no
hurry, not long after that comes back. That's age. "



Fear of decompensation and death

"It's like I'm downhill again and that's not right. When we are not well, you tell
us to go down to the hospital. It's sure, I have some fear, when your health is
not good and you go to the hospital, well it looks like everything takes shape
and it becomes true. "

"The only thing I tell her is that I can die there, not doing well. I sleep, but I
always wake up with a dream. A dream of fear, I jump. I do not know "



Vulnerability

"We always forget, if we want to say something right now, if we are in no
hurry, not long after it comes back. "

"Yes but it comes back quickly after I think about it, it's always on the spot that
is difficult. But it's coming back. "

" There's a lot of business that you decided to do that, it's not me. "



Experiential Data

•Lack of knowledge

•Forgetfulness and difficulty of 
understanding self-care behaviors

•Self-care burden

•Loss of social roles
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Loss of social roles

"They told me, you are no longer arranged to do sustained jobs like you did. »

"It's a forced retreat, he stopped because he was no longer able."

"We went to Florida every year for 35 years. The heat was of all comfort. "

"Yes, we will see our grandchildren as soon as the school is finished. »

" I'm patenting pretty well. I made two bases for kids at the campsite. »

"I want to keep doing my bread, it's important. "

" Next week, I have a big 20-foot gallery to do. I am going to do it. "



Lack of knowledge/ Forgetfulness and difficulty of understanding
self-care behaviors

"It's too hard to calculate the amount of liquid sometimes, to know where I
am in my quantities. "

"The liquid is not controlled as you say, but for me, it's just normal. I have a
bottle of water in the fridge. If she takes some of it, I would not know how I
took it. It's too hard to calculate, to follow. "

"If I ever exceed my weight, I look at what I ate yesterday. I took this, well I'll
take less. "

"If I want to go to urinate and the scales do not go down, I eat less. If I took a
lot of weight, I would tell him to cut my plate in half. "



Self-care burden

"I met a dietician. Let's say I do not take it all as they say, because I will not
stop. "

"I do not do anything special anymore, to say, I pay attention to this, attention
to that. I do not want to stress myself, I'm fine, I'm fine. If there is anything
that annoys me, it can make me palpitate. I am not a guy who stops at
everything. "

"I often tell her that I'm going to abandon. When things go wrong, things are
bad! "



Experiential Data

•Social support

•Conflict and tension in the social network

•Recognition of the social involvement

•Professional support: Heart Failure Clinic
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Social support

"I'm here, but he's doing everything himself, I do not need to tell him
anything. In the morning, I take out the scale and the notebook in which the
date is marked and everything. But he weighs himself. "

"I think that my presence is not negative, my presence is important in his
case. "

"She has it all on her agenda. All appointments. "

"I note all appointments on the calendar, next to the grocery list, in the
pantry. He only has to open the door and everything is written down. "



Conflict and tension in the social network and recognition of the 
social involvement

"I bickered with her because I took a sip of water, because my throat was dry. "

"My wife, well, she does nothing to help me. My wife, no it does not interfere
with that, I weigh myself. "



Professional support: Heart failure clinic

"They took me on board as they say. It was time. Now, I feel safe. They tell me 
when something is wrong. " 

"I saw Dr. X, I was at 117-113. She said, "It's perfect, we cannot ask for more. I 
am lucky to have her, she is so nice!"



Experiential Data
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Conclusion

Sidani and Braden’s approach: complete method that allows to
understand the needs of the person in his entirety. Roy's adaptation
model: using this model to analyze some of the data, it helped to
understand the people and the problems related to the practice of self-
care, in a holistic way.

Many problems affect the person with heart failure and mild
neurocognitive disorder affects their self-care practice. The social and 
professional support as well as the adaptation and the organization of 
the environment makes it possible to respect more the recommended
self-care such as daily weight.

However, to detect, interpret and take action about symptoms, the
support certainly helps, but given the internal processes related to
these, it is not always obvious to the patients.



Conclusion
By listening to people's comments, we realize that there is more than self-care per
se, people feel vulnerable, they are afraid, they have to reinvent themselves.

The legitimacy of receiving the words of the person is to consider and work with
them and their loved ones, through the inevitable losses related to the disease.
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